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THE X-RAY EXAMINATION OF 
THE SACROILIAC JOINT* 


W. Epwarp CHAMBERLAIN, M. D. 
Philadelphia, Pa. 

For centuries men have known of the exist- 
ence of sacroiliac joint relaxation in connection 
with pregnancy and parturition. In_ 1870, 
Snelling (4) suggested the likelihood of the oc- 
currence of such relaxation in connection with 
menstruation. In 1905 Goldthwait and Osgood 
(3) introduced the concept of “sacroiliac slip,” 
and called attention to the fact that while these 
affections of the pelvic joints are more common 
in the female, their occurrence in the male is 
by no means rare. . 

The concepts of Goldthwait and Osgood were 
accepted enthusiastically by most observers, 
but when thousands of x-ray examinations failed 
to reveal any evidence of “sacroiliac slip” or 
“sacroiliac relaxation,’ a wave of doubt arose. 
Because the ordinary routine methods of x-ray 


FIGURE 1 


Diagram of medial aspect of innominate bone. 
When sacroiliac joint motion occurs, it is rotatory, 
with axis of rotation within the joint. The pubis ex- 
hibits an excursion which is magnified in proportion 
to its distance from the axis of rotation. 


*Read before the Medical Society of Delaware, Wilming- 
ton, October 138, 1931. 


FIGURE 2 


Photograph of patient in position for one of the 
special anterior projections of the symphysis pubis. 
The step has been removed from under the left foot. 
The patient’s weight is entirely upon the right leg. 


examination of the sacroiliac region do not re- 
veal either “relaxations” or “slips,” many ob- 
servers have jumped to the false conclusion that 
such conditions do not exist. 

As a matter of fact, there is no reason to ex- 
pect the ordinary A. P. view of the sacroiliac re- 
gion to reveal the normal or abnormal move- 
ments which occur at these joints, because mo- 
tion at a sacroiliac joint is not in a direction 
which could be shown by any sort of x-ray study 
of the joint itself. Sacroiliac joint motion, when 
it occurs, is rotatory, and the rotation takes place 
about an axis which is perpendicular to the 
joint surfaces (see Figure 1). 

The purpose of the present paper is to call 
attention to the fact that both “relaxations” 
and “slips” of the sacroiliac joints can be dem- 
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onstrated by means of the x-ray, provided a pubis, where it is magnified and measurable (see 
special technic is adopted. Figure 1). 

The special sacroiliac technic which we have Our routine studies begin with a pair of 
been using, with great success, since 1919, is stereoscopic posterior projections, patient supine 
based upon the fact that the place to look for on the Potter Bucky diaphragm table. In this 
evidence of sacroiliac joint motion is at the part of the examination, we take care to include 


FIGURE 3 
The special anterior projections in a normal male. Usually there is no measurable movement between the 
pubes in the normal male, but motion up to 0.5 mm. at the pubis is considered within normal limits. 


FIGURE 4 
The special studies in a normal female. Motion at the pubis in the normal female is usually not more 
than 1 mm. In our experience, more than 2.0 mm. of motion in the female has invariably been accompanied 
by symptoms, and only rarely has motion of 1.5 to 2.0 mm. been without symptoms. ° 
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the symphysis pubis and the entire pelvic brim 
in the field of view (see Figure 8). Next we 
expose a lateral film, either right or left, cen- 
tered at the lumbosacral junction. Finally we 
expose a pair of special anterior projections of 
the pubes, with patient standing, and with 
weight-bearing on alternate legs. For these lat- 
ter views it is advisable to have a Potter Bucky 
diaphragm mounted in the erect position. The 
patient stands upon a pair of steps or boxes, 
three to six inches high, facing the Potter 
Bucky diaphragm (see Figure 2). The first 
film is labeled “right,” and the label is placed 
at the film margin toward the patient’s right, 
to indicate weight-bearing on right leg. The 
step is removed from under the left leg and the 
exposure is made while the left leg is hanging 
free. A fresh film is now put in place; the 
label is changed to “left”? and is placed at film 
margin toward patient’s left; the step is re- 
placed under the left foot and the one under 
the right foot is removed; the final film is ex- 
posed with weight-bearing on left leg, right leg 
» hanging free. 

Such a series of films is studied with the fol- 
lowing factors in mind: 


In the stereoscope we observe the alignment 
of the two sides of the pelvic brim. It is not 
sufficient to look for asymmetries at the sym- 
physis, because meaningless asymmetries of the 
pubes themselves are not infrequent. Significant 
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FIGURE 5 

The special millimeter scale 
for measurement of motion be- 
tween the pubes, with weight- 
bearing on alternate legs. The 
scale is made by wiping ink 
into scratches on the surface 
of a piece of clear celluloid. 


asymmetries, in which the curve of one side of 
the pelvic brim sweeps around at a higher or 
lower level than its mate on the opposite side, 
may be detected in cases of sacroiliac slip, sac- 
roiliac relaxation, certain muscle spasms, and as 
a constant accompaniment of a limping gait 
(preponderance of weight-bearing on one leg re- 
sults in a high pubis on the weight-bearing side). 


We also study these stereoscopic posterior 
projections for evidence of disease in the pubic 
symphysis. We have collected three cases of 
tuberculosis of the symphysis pubis, in all of 
which local (pubic) symptoms were completely 
absent, and in all of which the presenting symp- 
tomatology was pain and disability referable 
strictly to the sacroiliac joint region (see Fig- 
ures 10 and 11). 

The stereoscopic study may also reveal ab- 
normalities of spacing between the pubes. We 
have collected a number of cases of decreased 
spacing at the symphysis, the significance of 


FIGURE 6 
A case of well-marked sacroiliac joint relaxation in a male. Note that when weight is borne upon the right 
leg the pubes are approximately level with each other, but when weight is shifted to the left leg, the left pubis 
rises about 3 mm. higher than the right one. As is the usual rule, this patient’s symptoms were on the side 
of the high pubis, and were relieved by the application of a “sacroiliac belt.” 
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FIGURE 7 


A marked sacroiliac relaxation in a female. Maximum movement as measured at the pubes amounted 
to 5 mm. in this case, and while symptoms were bilateral, pain was much more marked on the left, the side 


of the high pubis. 


which is not yet wholly apparent. This matter 
is being studied further. Figure 8 shows a case 
of increased spacing between the pubes in a 
case which turned out to be sacroiliac relaxation 
(Figure 9). 

We may now turn our attention to the special 
anterior projections with weight-bearing on al- 
ternate legs. These two films are compared with 
each other and the amount of demonstrable mo- 
tion is measured. A handy scale for this pur- 
pose is shown in Figure 5. This scale is ap- 
plied, first to one of the weight-bearing films 
and then to the other, in such a way that the 
vertical line lies in the soft tissue zone, midway 
between the bony outlines of the two pubes. 


In the adult male there is usually no move- 
ment at all (see Figure 3). The pelvis tilts as 
the weight-bearing is shifted from one leg to 
the other, but when our special scale is applied 
correctly, we find that the relationship between 
the two pubes has not changed measurably. How- 
ever, the normal adult male may have as much 
as 0.5 mm. of motion as measured at the pubes. 

In the normal adult female (see Figure 4), 
from 0.5 mm. to 1 mm. is the rule, and the 
limits of normal are believed to be from zero 
to 1.5 mm. We have seen 1.5 mm. of motion 
accompanied by symptoms, and we have twice 


seen 1.5 mm. to 2.0 mm. without symptoms. It 
is probable that the limits of normal variation 
are fairly wide in the female, and that, as a re- 
sult of such variation, there is a certain amount 
of overlapping of the normal and abnormal cases 
in the region between motion 1.5 mm. and mo- 
tion 2 mm. On the other hand, as stated above, 
we have only twice encountered movements of 
more than 1.5 mm. without symptoms, and more 
than 2 mm. has invariably been accompanied by 
appropriate symptoms. 

Women who have never been pregnant may 
be expected to show not to exceed 10 mm. of 
motion at the symphysis. Both of the cases 
above mentioned, of 1.5 to 2.0 mm. motion 
without symptoms, were in multiparous women. 


As to the extent of movement when sacroiliac 
symptoms are present, the limits are very wide 
(see Figures 6,7 and 9). We have one case of a 
pregnant multiparous woman with 70 mm. of 
motion as measured at the pubes. She was able 
to walk (or at least waddle) but was greatly 
incapacitated and suffered much pain. Eight 
months after delivery she was symptom-free, 
with motion at the pubes reduced to 1 mm., en- 
tirely within normal limits. 

The sacroiliac relaxation which almost in- 
variably accompanies pregnancy, should prob- 
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ably be looked upon as physiological, even 
though it is usually accompanied by symptoms. 
It is surprising how early in pregnancy this sac- 
roiliac relaxation can be demonstrated. On one 
occasion, under rather amusing circumstances, 
we made a suggestion of early pregnancy in a 
young woman who had not previously even sus- 
pected her condition. Subsequent events proved 
that the pregnancy which thus came to be sus- 
pected, had existed for not more than four to 
six weeks at the time of our x-ray examination. 


The lateral projection, centered at the joint 
between the body of the fifth lumbar and the 
top of the sacrum, is useful mainly for the light 
it may throw upon the Jumbosacral articulations. 
These joints are notoriously difficult to study. 
They are subject to various anomalous develop- 
ments and structural weaknesses, as well as to 
arthritis, and the common garden variety of 
hypertrophic fringe formation (the omnipresent 
“trophostatic osteoarthrosis” of Kienbock). 
Where disease or disorganization is present in 
these lumbosacral articulations, the lateral view, 
studied in conjunction with the stereoscopic pos- 
terior projections, above described, is very apt to 
show some sort of abnormal relationship. When 
these routine studies reveal or suggest abnor- 
mality, we have the patient return for special 
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oblique dorso-lateral. views of the lower lumbar 
spine. For these studies, the x-ray beam is di- 
rected vertically downward, while the patient is 
rotated 60 degrees onto his side, starting from 
dorsal decubitus. This places him within 30 


FIGURE 8 | 

This posterior projection (part of a stereoscopic 
study) shows gaping (increased spacing) at the sym- 
physis pubis. For the final diagnosis, see Figure 9. 


FIGURE 9 
The special anterior projections, same case as Figure 8, showing marked sacroiliac relaxation. As in all 


of our cases, a careful study of the sacroiliac joints themselves failed to reveal the slightest sign of abnormality. 
The abnormal joint motion could only be demonstrated at the pubes. | 
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FIGURE 10 
Tuberculosis of the symphysis pubis. This patient 
did not complain of any abnormal sensations at the 
pubes, but had classical symptoms of a “sacroiliac 
slip” on the side of the high pubis. 


degrees of the true lateral; in other words, this 
oblique view is closer to a lateral projection (90 
degrees) than it is to a straight “A. P.” In this 
position four films are made, a stereoscopic pair 
in the right posterior oblique projection, and 
another pair in the left posterior oblique projec- 
tion. In most cases, such oblique films reveal 
all of the zygapophyseal joints in great detail, 
and show the pedicles and laminae as well. 


In conclusion I wish to express my appre- 
ciation to Doctors Thomas A. Stoddard, Leonard 
W. Ely and Arthur L. Fisher, of San Francisco. 
It was Doctor Stoddard’s learned discussion of 
the anatomy and physiology of the sacroiliac 
joint which first led me to adopt a successful 
technic, in 1919. And Professors Ely and Fish- 
er, of the Department of Orthopedic Surgery 
of Stanford University Medical School, were the 
all-important clinicians during ten years of study 
and clinical application. 


Summary: 


1. The ordinary x-ray examination of the 
sacroiliac region cannot be expected to reveal 
“sacroiliac slip” or “sacroiliac relaxation” be- 
cause sacroiliac joint motion can only be detect- 
ed out at the symphysis pubis. 


2. A special technic is presented, with a dis- 
cussion of its rational basis, and illustrations 
of its successful application to the problem of 
the xray demonstration of normal and abnormal 
motion at the sacroiliac joint. 
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DISCUSSION 

Dr. WILLIAM WERTENBAKER (Wilmington): 
The only question that arises in my mind is the 
relationship to forceps delivery. Do you find 
after instrumental deliveries you get instances 
of subluxation? 

Dr. CHAMBERLAIN: I find it is very much 
more obvious in multiparas than primiparas, but 
I am unable to say definitely, because I haven’t 
segregated them. 

Dr. IRVINE M. FLINN, JR. (Wilmington): I 
was very much interested in Dr. Chamberlain’s 
paper. I happen to have run into a case of al- 
most that same thing not so long ago. This was 


FIGURE Il 


Another case of tuberculosis of the symphysis. 
These cases suggest that the ligaments at the sym- 
physis pubis are of importance to the stability of 
the sacroiliac joints. In our three cases of pubic 
tuberculosis, the symptoms have been entirely “sac- 
roiliac,’ and in each case a marked “sacroiliac slip” 
has been demonstrated by the x-ray examination. 
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a girl about nineteen years old, in her second 
pregnancy, and her symptoms started some- 
where around her eighth month, when she began 
to have pain at the symphysis rather than in 
her back. She was delivered at term and had a 
normal baby. She had a separation of a sym- 
physis of at least half an inch. We put a swab 
around her, with plates to compress it, and finally 
let her up. She did not get much better, and 
immediately began to experience pain in the left 
sacroiliac, and after a period of time the belt 
slipped right up. She was a perfect funnel, so 
I finally had to fuse that joint. 


Dr. CHAMBERLAIN: Did you do the Smith- 
Peterson operation? 


Dr. FLINN: Yes. It took a long time to get 
over it. After she began to get up and around, 
she began to have pain on the other side, but 
that has cleared up under conservative treat- 
ment. 


I have never had occasion to use this method 
of taking x-rays, but it sounds as if it would 
eliminate a good many errors. 


Dr. B. M. ALLEN (Wilmington): I was in- 
terested in Dr. Chamberlain’s paper, and the 
thought struck me that these patients do not 
come to the x-ray men with a diagnosis—that 
is, they do not come to the x-ray men with a 
diagnosis of the sacroiliac slip, but with low 
back pain, and it seems to me that if we are 
going to eliminate the sacroiliac slip by Dr. 
Chamberlain’s method, and also the possibility 
of lumbo-sacral conditions, it really means two 
separate examinations, or a great many more 
films than we are accustomed to taking at the 
present time, because to decide whether or not 
a sacroiliac slip is present, you would have to 
take Dr. Chamberlain’s position and, failing to 
find that, turn around and take your lateral 
views and 45-degree angles to find out whether 
there was any spondylosis, and any fusion of 
the isthmus of the fifth. I think it means more 
work on our part to eliminate a sacroiliac slip, 
or find out which is causing the trouble—the 
lumbosacral joint or the sacroiliac joint. 
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RADIUM AND DEEP THERAPY 
X-RAY TREATMENT* 
J. L. WEATHERWAX, M. A. 
Philadelphia, Pa. 


In January, 1922, the Director of Public 
Health organized the Radiological Department 
of the Philadelphia General Hospital. At the 
same time a tumor clinic was created, consisting 
of a general surgeon, a laryngologist, a gyne- 
cologist, a dermatologist, an oral surgeon, a ra- 
diologist, and a pathologist. A resident radiolo- 
gist and a physicist were appointed to carry out 
the administration of radium and deep therapy 
x-ray treatment. 

The tumor clinic meets- as a group for one 
hour each week to observe patients for the pur- 
pose of diagnosis, recommendation as to the form 
of treatment, and observation as to the progress - 
of treatment. After the patient has been diag- 
nosed as malignant, the first step of treatment 
to be considered is surgery in conjunction with 
radiation, except in cervical malignancy, where 
it has been found that radiation is more effica- 
cious. If the progress of the disease shows de- 
monstrable metastatic nodules or evidence by a 
roentgenogram of metastasis, surgery is aban- 
doned and the patient is given radiation alone. 
A large percentage of the patients coming to a 
free clinic are of stage four, where surgery is 
contra-indicated except for palliation. 

If a patient is to receive the best results from 
irradiation it is necessary to compute scientific- 
ally the quantity of radiation reaching a deep- 
seated tumor in comparison to the radiation fall- 
ing upon the skin. The problem confronting 
the radiologist is to adequately treat the tumor 
and still preserve the integrity of the skin and 
normal tissue through which the radiation must 
pass. Research laboratories and the Bureau of 
Standards have contributed a great deal towards 
a more scientific basis for treatment. | 

The Bureau of Standards has developed a 
unit of intensity called the “roentgen” or “r” 
unit. During the last International Roentgen Ray 
Society’s meeting in Paris, Dr. Taylor, of the Bu- 
reau of.Standards, checked the standard roent- 
gen of Europe within less than one per cent. 
The roentgen is as much a standard unit today 
as the gram or centimeter. An erythema dose 
is expressed in a number of roentgens, regardless 


*Read before the Medical Society of Delaware, Wilming- 
ton, October 13, 1931. 
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of the type of x-ray equipment producing the 
radiation. Portable ionization instruments can 
be calibrated with a standardization instrument 
at Washington. Therapy xray machines can be 
calibrated for an erythema dose in roentgens at 
a given voltage, skin-target-distance, and filters 
to give an equivalent number of milliampere 
minutes. Radiologists can now compare doses 
in terms of roentgens which is a decided advance 
in eventually arriving at a more standard 
dosage. 

Research laboratories have measured the 
penetration of x-rays in water. It has been found 
that the penetration of x-rays in low atomic 
weight substances is practically the same as in 
tissue, especially for the shorter wave length 
radiation. Therefore, water can be substituted 
for the tissue. A small ionization chamber can 
be placed on the surface of the water, a meas- 
urement of intensity obtained, and the ioniza- 
tion chamber then immersed in water to various 
depths where other measurements are made. In 
comparing measurements of intensity at various 
depths to those obtained on the surface, one 
can obtain the percentage reaching various 
depths. A set of these depth intensity measure- 
ments is shown in Figure 1. 
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FIGURE 1 

Iso-dose Intensity Charts for X-rays Produced by 
200 K. V., % cu. + 2 al., 50 cm. S. T. D., Field 
20x20 cms. 

The depth intensity measurements can now 
be used to determine the percentage of skin in- 
tensity reaching a deep-seated tumor by one or 
more skin portals. Anatomical cross-section 
charts, such as those published by Desjardin, 
Eycleshymer and Schoemaker, or others, can be 
used. These ariatomical cross-section charts of 
different body levels can be placed on lantern 
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slides and enlarged to the size of the particular 
patient under treatment. Applying the depth 
intensity charts for radiation in water to the 
anatomical charts of the patient, the number and 
size of skin portals and the direction of the cen- 
tral beam can be diagrammatically, shown on a 
sketch of the anatomical chart so as to deliver 
a pre-determined tumor dose. The tumor dose 
can be repeated to a rather high degree of ac- 
curacy. By this method, radiologists can strive 
to determine a more standard tumor dose. Fig- 
ure 2 shows an anatomical chart of the cervical 
area with percentage of radiation reaching the 
tumor through four skin portals.! 


FIGURE 2 


Anatomical Cross-section Chart of a Cervix Show- 
ing Tumor Intensity and Skin Intensity. 

All patients can be charted before radiation 
treatment has been initiated. The quantity of 
radiation delivered to each skin area can be va- 
ried according to the size of the part to be ir- 
radiated, so as to give a pre-determined tumor 
dose. 

By this method of charting patients, tumor 
areas can be adequately treated while the skin 
and normal tissue through which deep therapy 
radiation must pass can be protected from over- 
irradiation. 

Lesions of the mouth, tonsil, larynx and neck 
are treated by radium or radon filtered through 
an equivalent of 2 mms. of platinum in con- 
tact, *» * followed later by interstitial irradiation 
in the form of needles or gold radon seeds when 
necessary to cause the primary lesion to disap- 
pear entirely. Deep therapy radiation is applied 
to the neck by four fields. No attempt is made 
to protect against overlapping fields of radia- 
tion, except if the larynx is not involved a small 


* 
| 
tle 
id 
\ / 
“gs 
| tee | 
| sue 
leo 
| fe fo 
| "e 
| tle 80 
/\ 
/ \ 
we / \ 420 
Weer 
| Mose 


SEPTEMBER, 1932 


piece of lead is moulded over this part. This 
procedure, however, is not practical unless one 
charts the area to be treated and indicates the 
quantity of radiation delivered by depth inten- 
sity charts giving the percentage of radiation de- 
livered to all parts. Figure 3 gives such a dia- 
grammatical illustration of an anatomical chart 
with the percentages of radiation indicated. 


200 200 
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FIGURE 3 


Anatomical Chart of a Neck Showing Intensity 
Distribution. 

Malignancy of the breast is operated upon 
whenever possible, followed by deep therapy 
irradiation through four, or sometimes five, skin 
portals taking in the axillary glands. Where sur- 
gery is contra-indicated needles or gold radon 
seeds are implanted, followed by deep therapy 
radiation. If a case is too far advanced for im- 
plantation of radium seeds or needles then deep 
therapy radiation is all that is left. Radiation 
is given with the idea of palliation. If the phy- 
sical condition of the patient will warrant, four 
or five skin portals are used. By this means we 
are able to keep the patient much more comfort- 
able, and very often relieve considerable pain. 


Lesions of the lower abdomen are treated with 
the combination of deep therapy x-rays and ra- 
dium. Radium is either used in contact or in 
the form of implants. A recent report of our 
cervical cases was made, at the Atlantic City 
meeting of the American Roentgen Ray Society 
by Dr. Behney, on the use of deep therapy and 
radium. From 1922 to 1928 most of our cases 
were treated with radium alone, the only cases 
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receiving deep therapy being those in which ra- 
dium was contra-indicated. From 1928 to date 
we have routinely irradiated all cervical cases 
with deep therapy as well as radium. Dr. Beh- 
ney’s conclusions are that the patients lived twice 
as long by employing both radium and deep 
therapy. Dr. Behney’s report comprises four 
hundred and thirty-seven cervical patients who 
died. No patient suffering from malignancy is 
deprived of irradiation unless his physical con- 
dition will not permit treatment, since we have 
seen the value in palliation. 

If one considers that radium when applied 
against the lesion will give adequate radiation 
to tissue only a centimeter or so from the source, 
it can be readily seen why it is necessary to aug- 
ment this local dose with deep therapy. It is 


only when malignancy is discovered very early 


that radium alone can produce a cure. Even 
then we would rather employ deep therapy so 
as to be sure that we are not leaving tissue that 
should be irradiated. 

In the cancer wards of the Philadelphia Gen- 
eral Hospital there are eighty-eight beds equally 
divided for men and women. Last year six hun- 
dred and thirty-two patients were admitted to 
the wards, and three hundred and nineteen were 
discharged, showing that about fifty per cent of 
the patients died. In January, 1931, there were 
twelve hundred and sixteen active patients be- 
ing followed in our out-patient department by 
social service. ‘These patients report at stated 
intervals for observation and treatment. 


SUMMARY 


Our clinic believes that surgery with adequate 
irradiation gives the best prognosis, except in 
cervical cases where radium and deep therapy 
x-rays are to be preferred. 


The dose for local irradiation with radium 
and implantation of radium needles or gold im- 
plants should be adequate and scientifically con- 
trolled. 

Deep therapy x-ray dosage should be expressed 
in the international roentgen. No x-ray machine 
should be used without first being standardized. 


Patients treated by deep therapy x-ray should 
be charted so as to arrive at a definite tumor 
dose in comparison to the skin dose. 


Radiologists must use the most advanced 
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knowledge of how to apply radiation scientific- 
ally, so as to place radiation therapy on a plane 
with surgery. Methods of applying physical 
measurements are known and can be applied 
routinely to the treatment of patients. These 
methods are applicable to any x-ray laboratory, 
and can be taught to assistants. 
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DISCUSSION 


PRESIDENT McELFratrick: Is there any dis- 
cussion of Dr. Weatherwax’s paper? 


I think that this paper has shown us very 
conclusively the method employed in the meas- 
urement of high voltage x-ray, and the treatment 
of these diseases compared to the rough-shod 
methods we used to have fifteen years ago. In 
the earlier days we had to take it almost for 
granted that we had a nine-inch back-up, pos- 
sibly 50 centimeters distance, and 5 millimeters, 
and then also ten minutes of time as the average 
erythema dose, possibly with some filtration and 
possibly without filtration. The filtration, of 
course, would be due to the amount of filter 
you had in, and the time gauged according to 
that. 


Now we have got away from that, and Dr. 
Weatherwax has shown us that this is all worked 
out by the iso-dose charts, and that we can de- 
liver great quantities of high voltage x-ray into 
certain parts of the body without any fear of 
skin damage. 


I am glad that Dr. Weatherwax was able to 
come down and impart that knowledge. It gives 
us all an idea that the method of treatment to- 
day is really scientific as compared with the 
olden days. 
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X-RAY DIAGNOSIS OF THE CHEST* 
With Special Reference to Fluid 


B. M. Aten, M. D. 
Wilmington, Del. 


My purpose in presenting this paper today 
is to try to point out some of the difficulties en- 
countered in arriving at an accurate diagnosis 
of certain chest conditions, and how those dif- 
ficulties are minimized or overcome altogether. 


In the first place, there must be a compre- 
hensive understanding between the attending 
physician and the roentgenologist as to just 
what is being suspected in a given case. This 
gives the roentgenologist an opportunity to de- 
cide the number of films to be taken, and the 
various positions in which he wishes to take 
them. For instance, a small amount of fluid in 
the base of one of the lungs would mean one 
position, an abscess would mean another, and 
still another if apical tuberculosis were sus- 
pected. 

I shall concern myself today only with fluid 
in the chest in its various forms and in its vari- 
ous locations, and with some of the ways of 
demonstrating it to the best advantage. 

In order to mentally visualize the exact loca- 
tion of a given collection of fluid in the chest 
we must relegate our minds back to one of the 
old fundamentals of medicine, namely, anat- 


*Read before the Medical Society of Delaware, Wilming- 
ton, October 13, 1931. 


FIGURE 1 
Antero-posterior view of encysted empyema in the 
right chest between the middle and lower lobe fol- 
lowing pneumonia. 
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FIGURE 2 
Lateral view of same patient as Figure 1. Note 
the different impression one gets in regard to the 
amount and shape of the fluid shadow. Shows im- 
portance of lateral view. 


omy. The anatomical location of the lobes of 
the lungs, the ribs corresponding to their bor- 
der, and the inter-lobar fissures with their re- 
duplicated pleural coverings are most important. 
Unless one thinks anatomically we are most 
likely to overlook the fact that on the right side 
the entire anterior chest is composed of the up- 
per and middle lobe, while posteriorly the mid- 
dle lobe is entirely absent, the posterior chest 
being occupied almost entirely by the lower lobe. 
To be exact, the upper lobe begins at a point 
opposite the third dorsal vertebrae and runs 
diagonally downward and forward to the sternal 
border of the fourth rib. The middle lobe be- 
gins at the mid-axillary line and runs diagon- 
ally downward and forward to the sternal bor- 
der of the sixth rib. On the left side the inter- 
lobar fissure takes the course of the combined 
fissures of the upper and middle lobes on the 
right side, namely, from the third dorsal verte- 
brae diagonally downward and forward to the 
sternal border of the sixth rib. These land- 
marks are very important when we are trying 
to determine, for the purpose of aspiration, the 
exact location of an encysted empyema, or an 
inter-lobar collection of the fluid. 


Broadly speaking, fluid usually occurs in one 
of two ways: free fluid within the pleural cav- 
ity, and encysted fluid. There is still another 
form which shows some of the phenomena of 
fluid, either in its first or its last stage of de- 
velopment; and that is abscess. 
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The first sign of a non-encapsulated effusion 
is always found at the base where the costo- 
phrenic angle is obliterated, and as the fluid in- 
creases it is not difficult to demonstrate, both by 
physical signs and x-ray examination, the curved 
upper border of the fluid. The line of demarca- 
tion extends in front upward, and outward to its 
highest point in the axilla, then obliquely down- 
ward and inward to the base posteriorly. The up- 
per border of the fluid is sharply defined from the 
lung as long as the effusion remains small, but as 


the fluid increases in amount the lung above it 


is compressed, and consequently the distinction 
between the fluid and the lung is much less 
evident. 


For this reason, a pleural effusion may ac- 
tually be much smaller in amount than the 
shadow would lead one to believe, because the. 
compressed lung contributes materially to the 
extent of the shadow. The character of the 
shadow, however, is the same for serous, sero- 
fibrinous, or purulent effusion, and none of these 
fluids can be differentiated from each other by 
the density of the shadow alone. In many of 
these cases the history of the onset, the dura- 
tion of the disease, the temperature curve, and 
possibly the blood count must be taken into 
consideration before a differential diagnosis be- 
tween the purulent and the non-purulent effusion 
can be made. As the fluid, free in the pleural 
cavity, increases in quantity, the classical, phy- 


FIGURE 3 

Antero-posterior view of lung abscess in the mid 
portion of right lung. This position gives no idea 
whether the abscess is located anterior or posterior. 
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FIGURE 4 

Lateral view of same patient as in Figure 3. Note 
the abscess is well posterior in the upper part of 
the lower lobe right side. Aspiration was made 
through the axilla to obtain this pus. Shows how 
essential the lateral view is to enable the surgeon 
to know the exact location to insert the aspirating 
needle. 


sical, and roentgenological signs of a massive 
effusion may be elicited. The heart and media- 
stinal structures are displaced to the opposite 
side, the inter-costal spaces are widened, and 
the diaphragm on the affected side is depressed. 
We should not be satisfied in any given case 
with making a simple diagnosis of pleural ef- 
fusion, without making repeated attempts to as- 
certain the pathological changes in the lung, hid- 
den behind this fluid. Pleural effusion, without 
an underlying cause in the lung, is a very rare 
occurrence, with the exception of cardiac and 
cardio-renal diseases. The cause is most often 
pneumonia, abscess, and not as infrequently as 
was once thought, primary tumors, especially 
carcinoma and sarcoma. It is sometimes neces- 
sary to remove part of the fluid before the true 
underlying pathology in the lung can be visual- 
ized. This is always worth the effort, because 
should a hidden pneumonia, abscess or tumor be 
located, then these become the primary diagno- 
sis, and the pleural effusion the coincidental sec- 
ondary. 

The real difficulties in the diagnosis of fluid 
in the chest arise when the fluid becomes en- 
capsulated. Transudates may occasionally wall 
themselves off, but encapsulation is much more 
common among the infectious processes, such as 
empyema. 

Encapsulation of fluid may take place in any 
portion of the chest. It may occur in the apical, 
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mediastinal, basal, or parietal area. The most 
common type of sacculated or encysted fluid is 
that which occurs in the axillary region. It is 
often secondary to pneumonia or cortical ab- 
scess. The physical signs are often misleading 
in these cases, because the overlying lung may 
produce good resonance on percussion, and moist 
rales may be heard along the margin of the 
adherent lung. It is in this particular type of 
chest pathology that the x-ray is of most value. 
The old point of election for the aspiration of 
fluid in the chest must be largely ignored in 
these encysted empyemata. The lateral view of 
the chest is a most valuable, yea, a quite in- 
dispensable addition to the usual antero-posterior 
films. If there is a small isolated shadow in the 
antero-posterior view of the chest, there is no 
other way to determine, whether it is in the 
front or in the back of the chest, except by the 
lateral view. The lateral view will save many 
aspirations in the posterior wall of the chest 
when the fluid is really in the parietal or an- 
terior part. The point I am driving at is that 
there must be a very definite agreement between 
the clinician and roentgenologist as to the exact 
location of the fluid before aspiration is at- 
tempted. 

Again, we must not forget the fact that very 
often one type of fluid may develop into an- 
other, or that two or more pathologic fluids may 
co-exist in the chest at the same time. For in- 
stance, the process may begin as a pleural ef- 
fusion, become infected and eventuate in an 
empyema; or it may begin as an abscess, rup- 


FIGURE 5 
Antero-posterior view of massive free fluid in the 
left pleural cavity. Horizontal line denotes upper 
level of fluid. The shadow is so dense that it blots 
out any pathology which might be present in the 
lung itself. 
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FIGURE 6 
Same patient as in Figure 5. 
view with patient lying on well side. Fluid gravi- 
tates to the media-stinum and clears the periphery 
of the lung so as to visualize the underlying abscess. 
(Shown by arrows). 


Antero-posterior 


ture into the pleural cavity, and set up a sec- 
ondary empyema; or in still another, an under- 
lying primary bronchial carcinoma may be en- 
tirely hidden by a pulmonary transudate sur- 
rounding it, and the tumor itself be entirely un- 
suspected. 


The differential diagnosis between an en- 
cysted empyema and a pulmonary abscess is 
sometimes very difficult, because the abscess in 
the beginning is really a localized effusion of 
fluid in the alveoli of the lung, which casts a 
shadow very similar to that of an ordinary 
walled-off collection of fluid. Of course, there 
comes a time when, if repeated x-rays are taken, 
a differential diagnosis can be made; but in 
many of these cases we must depend upon the 
changes that develop in a given shadow, just 
the same as the clinician depends upon the ap- 
pearance of physical signs before an intelligent 
interpretation can be given. This differential 
difficulty between encysted fluid, encysted 
empyema, and abscess is very much increased 
when the collection of fluid is near the media- 
stinal border, in one of the bases, or in the right 
axilla where the three lobes come in contact at 
a common point. Here again the lateral view, 
or the change in the position of the patient, 
may help us in clearing up the situation. 


The exact localization of an abscess by x-ray 
has a practical bearing much more important 
than its mere value as a method of diagnosis. 
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For instance, to the surgeon who contemplates 
the drainage of an abscess cavity, the situation 
of the abscess, as shown by the x-ray, will de- 
termine his method of approach, and for this 
reason alone an accurate localization is essen- 
tial. Even with the roentgenological examina- 
tion this is not always possible, but a carefully 
planned series of x-ray films will aid materially 
in elucidating many of these difficult chest prob- 
lems. Furthermore, the physical signs are 
sometimes so few, and oftentimes so misleading, 
that we must depend largely on the findings in 
the roentgenogram for their real significance. We 
must, however, remember that the roentgenologi- 
cal examination has its*greatest usefulness in 
the diagnosis of lung suppuration when its find- 
ings are made a co-ordinate part of the clinical 
picture, and the roentgen findings and physical 
examination each given their proper weight. 


DISCUSSION 


Dr. IRA Burns (Wilmington): I should like 
to say that every man who has been in roent- 
genology any length of time finds patients that 
he reports negative for fluid in the chest occa- 
sionally have a great deal of fluid. I recall one 
very definite case in which I reported no fluid, 
and the patient looked the same, roentgenologic- 
ally, after several hundred cc. of fluid was re- 
moved. 


There is one feature I want to mention, if I 
might have one of the films, which was brought 
out by a speaker in the Middle West last sum- 
mer at the American Roentgen Ray Society, and 
which is a very important contribution in case 
there is only a small amount of fluid in the chest. 
(Pointing to film). Disregard this, and suppose 
this left side had a possibility of a small amount 
of fluid down back of the diaphragm, corre- 
sponding with the dome of the diaphragm. You 
naturally would miss a small amount of fluid if 
the xray were taken in the usual upright posi- 
tion. 


Several roentgenologists, one in particular, Dr. 
Bowen, of Philadelphia, had thought of placing 
the patient on the good side, getting the fluid 
flowing down here where they would be able 
to identify it, but it was worthless as far as the 
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diagnostic viewpoint until this chap now put 
the patient on the side supposed to be involved, 
and in this horizontal position the fluid flows 
along the chest wall very close to the ribs and 
the chest wall, making it much easier to demon- 
strate roentgenologically. This is considered by 
roentgenologists as one of the very best recent 
contributions to this subject. 


Dr. L. D. Puiturps (Marshallton): I want 
to emphasize the importance of x-ray examina- 
tion, especially in abscess, as we know that ab- 
scess is generally central before excavation, and 
it is quite difficult to localize an abscess on phy- 
sical examination. 


Along this line I should like to show hurriedly 
three or four films of fluid during the course of 
artificial pneumo-thorax treatment. This is the 
collapsed lung. It occurs in about a fourth, 
roughly, of the cases in which the procedure is 
done, and I might add that it is not generally 
picked up on physical examination. You gen- 
erally realize that the patient is developing fluid 
on a subsequent refill by his not taking as 


much air as previously, or the patient begins to. 


run an elevation of temperature more than ordi- 
narily he has been running. Of course, he has 
no pain with the onset of the pleurisy, because 
you have the pleural surfaces separated. 


I have one more film here I should like to 
show, a case which might at first glance be taken 
for fluid, but which is an atelectasis of the lung. 


Neurologic Features of Pernicious Anemia — 


RicHARD H. Younc, New York (Journal 
A. M. A., Aug. 20, 1932), presents an analysis 
of the neurologic aspects in patients with per- 
nicious anemia who have been admitted to the 
Peter Bent Brigham Hospital from its opening 
in 1913 to January, 1931. In this series of 515 
cases there were 103, or 20 per cent, of the cases 
with well-defined cord changes marked by reflex 
changes and ataxia. The incidence would have 
been much higher if lesser changes of the nervous 
system had been included. From his observa- 
tions the author concludes that the associated 
lesions of the central nervous system in perni- 
cious anemia may present a variegated symp- 
tomatology and may be disseminated in location. 
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4. Appointment of Committee on Nomina- 
tions. 
5. Reports of Officers: 
a. President. 
b. Secretary. 
c. Treasurer. 
d. Councilors. 
6. Reports of Standing Committees: 
a.. Scientific Work. 
b. Public Policy and Legislation. 
c. Publication. 
d. Medical Education. 
e. Hospitals. 
f. Necrology. 
Reports of Special Committees: 
a. Woman’s Auxiliary. 
b. Cancer. 
c. Syphilis. 
d. Library. 
e. Criminologic Institutes. 
f. Basic Science Laws. 
7. Report of Delegate to the American Medi- - 
cal Association. 
8. Unfinished Business. 
9. New Business: 
a. Resolutions. 
b. Communications. 
c. Appropriations. 
d. Approval of Scientific Program. 
e. Selection of Meeting Place. 
f. Miscellaneous. 
10. Adjournment. 


.* 


Essayists Taking Part in the Annual Sessions 
Are Requested to Make Careful Note of the 
Following: 


1. Papers read before the Society become the 
property of the Society. Each paper shall be 
deposited with the secretary when read. (Chap- 
ter X, Section 3, of the By-Laws). 


2. Carbon copies are not accepted. Please 
turn in originals. 


3. Double space all papers and leave plenty 
of margin, especially on first page. 


4. No address or paper before the Society, 
except those of the President, invited guests, and 
orators, shall occupy more than twenty minutes 
in its delivery; and no member shall speak longer 
than five minutes, nor more than once on any 
subject, except by unanimous consent. 


5. All members must be registered before 
they can participate in the proceedings and dis- 
cussions of the general meetings. (Chapter III, 
Section 1, of the By-Laws). 


6. Essayists will please remember that all 
papers presented before the Society become the 
property of the Society and therefore are not to 
be published or submitted for publication else- 
where than in the DELAWARE STATE MEDICAL 
JOURNAL. 
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Tuesday, September 27th, 1932 
General Session 
Zwaanendael House 
2:00 P. M. 
Invocation: 
Rev. Ralph C. Jones, Lewes 
Address of Welcome 
Wm. P. Orr, Jr., M. D., Lewes 
Presidential Address: 
Statutory Safeguards to Health 
U. W. Hocker, M. D., Lewes 
Report of House of Delegates. 


SCIENTIFIC PAPERS 


1. Hematuria: With Special Reference to the 
Importance of an Early Recognition of the 
Conditions Causing It. (Lantern) 
—William A. Frontz, M. D., Baltimore 

2. Vaginal Hysterectomy. 

—Willard F. Preston, M. D., Wilmington 

3. Ludwig’s Angina. 

—Erwin L. Stambaugh, M. D., Lewes 

4. Precautions in Tonsil Operations: With Spe- 
cial Reference to the Blood Supply. (Lan- 
tern) 

—W. Oscar LaMotte, M. D., Wilmington 
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for members and wives and invited guests by the 
Kent County Medical Society 
Caesar Rodney Hotel 
6.30 P. M. 
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8.30 P. M. 


Wednesday, September 28th, 1932 


General Session 
Zwaanendael House 
9.30 A. M. 
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No. 1. The Anatomy of the Abdominal 

Viscera. 
No. 2. The Story of Cholecystokinin. 
No. 3. Famous Scientists. 


10.15 A. M. 
5. The Progress of Medicine in the Last Half 
Century. 
—Peter W. Tomlinson, M. D., Wilmington 
6. Recent Advances in Treatment. 
—Hyman I. Goldstein, M. D., Camden, 
N. J. 
7. Intra-urethral Correction of Bladder Neck 
Obstruction. (Motion Pictures) 
—Brice S. Vallett, M. D., Wilmington 
8. Congenital Syphilis. 
—Max J. Exner, M. D., New York 
Luncheon 
Caesar Rodney Hotel 
1.00 P. M. 
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General Session 
Zwaanendael House 
2.00 P. M. 
9. Washington: The Physical Man. 
—Mr. Gilbert T. Stephenson, Wilmington 
10. The Newest Technique of High Voltage 
X-ray Treatment of Carcinomatous Areas of 
the Human Body. 
—George C. McElfatrick, M. D., Wilming- 
ton 
11. X-ray Interpretations of the Changes in 
Cardiac Morphology in Early Lesions. 
—B. M. Allen, M. D., Wilmington 
12. The Value of Diet in the Treatment of Arth- 
ritis and Migraine. 
—M. B. Holzman, M. D., Wilmington 
13. Some Common Complications in Surgery. 
—John C. Pierson, M. D., Wilmington 
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WOMAN’S AUXILIARY 
TO THE 
MEDICAL SOCIETY OF DELAWARE 


Wednesday, September 28th, 1932 


Zwaanendael Club of Lewes 


9.30 A. M. 
Prayer. 
Secretary’s Report Mrs. IRA BurNS 
Treasurer’s Report _... Mrs. I. J. MacCottum 


President’s Report, Mrs. RoBERT W. TOMLINSON 
Vice-Pres., Kent County, Mrs. C. J. PRICKETT 
Vice-Pres., Sussex County, Mrs. JAMEs BEEBE 
Committee Reports 
Organization.___.Mrs. GEORGE C. MCELFATRICK 


Finance Mrs. H. G. BUCKMASTER 
Program __.. Mrs. W. O. LAMorTTE 
Medical Welfare Mrs. LAWRENCE JONES 
Hospitality _Mrs. C. E. WAGNER 
Hygeia Mrs. WALTER LIEFIELD 
Editor ___. Mrs. W. EpwIn Birp 


Address: ‘‘Women in Medical Legislation” 
Mrs. Aucustus KeEcu, President-Elect, of Pa. 

New Business. 

Announcements. 

Adjournment. 

12.30 P. M.—Luncheon 
Ocean House, Lewes Beach 
Social Afternoon 


EXHIBITS 

Congenital Syphilis 
The American Social Hygiene Association, 
New York, N. Y. 

Poliomyelitis 
U. S. Public Health Service, Washington, 
D. C. 

Petrolagar Laboratories, Inc., 536 Lake Shore 
Drive, Chicago, IIl. 


| 


SEPTEMBER, 1932 


DELAWARE STATE MEDICAL JOURNAL 


EDITORIAL 


DELAWARE STATE 
MEDICAL JOURNAL 


Owned and published by the Medical Society of Delaware. 
Issued about the twentieth of each month under the su- 
pervision of the Publication Committee. 


W. Epwin Birp, M. D. 


EpITor 
Du Pont Building, Wilmington, Del. 


M. A. TARUMIANZ, M. D.  . Associate Editor & Bus. Mgr. 
Du Pont Building, Wilmington, Del. 
Telephone, Wilmington, 4368 


Articles sent this Journal for publication and all those 
read at the annual meetings of the State Society are the 
sole property of this Journal. The Journal relies on each 
individual contributor’s strict adherence to this well- 
known rule of medical journalism. In the event an ar- 
ticle sent this Journal for ——- is published before 
appearance in the Journal, the manuscript will be re- 
turned to the writer. 

gm should be sent in typewritten, double 
spaced, wide margin, one side only. anuscript will not 
be returned unless return postage is forwarded. 

The right is reserved to reject material submitted for 
either editorial or advertising columns. The Publication 
Committee does not hold itself responsible for views ex- 
pressed either in editorials or other articles when signed 
by the author. 

Reprints of original articles will be supplied at actual 
cost, provided request for them is attached to manu- 
scripts or made in sufficient time before publication. 

All correspondence regarding editorial matters, arti- 
cles, book reviews, etc., should be addressed to the Edi- 
tor. All correspondence regarding advertisements, rates, 
etc., should be addressed to the Business Manager. 

Local news of possible interest to the medical profes 
sion, notes on removals, changes in address, births, 
deaths and weddings will be gratefully received. 

All advertisements are received subject to the my ri 
of the Council on Pharmacy and Chemistry of the eri- 
can Medical Association. 

It is suggested that wherever possible members of the 
State Society should patronize our advertisers in prefer- 
ence to others as a matter of fair reciprocity. 

Subscription price: $2.00 per annum in advance. Single 
copies, 20 cents. Foreign countries: $2.50 per annum. 


Vot. IV. SEPTEMBER, 1932 No. 9 


1789-1932 

This year, the one hundred and forty-third of 
our Society, finds us planning a post-season visit 
to the seashore at Lewes. The proverbial hos- 
pitality of Sussex County will continue to be 
proverbial; the fishing will continue to be fishy; 
and all the other things that make up Lewes will 
continue their lewetic course. Lastly, but first 
in importance, the program, which is printed in 
this issue, is an attractive one and well worth 
hearing. Every member of our Society should 
attend this session; it’s no use to stay at home 
and work—you won’t get paid for it anyhow; 
so join the intelligentsia (French word for wise- 
guys) and MEET WITH US AT LEWES. 


LEGISLATIVE PROPOSALS 
The Medical Society of Delaware at its ap- 
proaching session will probably be called upon 


to consider four proposals looking towards legis- 
lative enactments. 

First, the Basic Science Act. The American 
Medical Association has analysed the present 
Delaware Medical Practice Act and pointed out 
its strong and weak points. This survey was 
published in THE JoURNAL for July. Our mem- 
bers, especially those of the House of Delegates, 
should study this report most carefully and be 
prepared to act intelligently on any resolutions 
introduced affecting our Medical Practice Act. 

Second, the statutes concerning the Office of 
Coroner may need revision; there are many phy- 
sicians who so believe. Accordingly, it is prob- 
able that some action will be taken by our So- 
ciety looking towards clarifying the statutes that 
govern this important office. 

Third, a change in the classification of de- 
mands against the estates of deceased persons. 
Our present law gives first claim to the under- 
taker. A proposal will be offered to place the 
physician, nurse, druggist, and hospital in the 
first classification along with the undertaker; as 
was done in Arkansas in 1931. 

Fourth, the Society may be called upon to 
sponsor a definitive act concerning privileged 
communications, especially referring to those be- 
tween physician and patient. As we understand 
the Delaware law there is no definite pronounce- 
ment on this important subject except in the 
Workman’s Compensation Act, which specific- 
ally states that in cases coming under that Act 
there shall be no privileged communications. 

Here are four important medico-legal subjects 
that should receive the very best consideration 
our Society can give them. The legislature meets 
next January, and now is the time to plan our 
whole legislative program. 


ANOTHER NOBLE (?) EXPERIMENT 
The Philadelphia Record of August 28, 1932, 
printed the following story, without editorial 
comment: 


HAHNEMANN OFFERS 
NEW HOSPITAL PLAN 


Treatment of Workers at Nominal Yearly 
Cost Inaugurated. 


A new plan providing hospitalization for men 
and women workers at a nominal cost on a year- 
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ly basis has been inaugurated at Hahnemann 
Hospital. 

This plan provides 30 days’ service in a pri- 
vate room with no cost other than yearly “dues,” 
or provides 90 days in a ward at the hospital 
without additional cost except the nominal sum 
paid for enrollment. 

The ward rate is slightly lower than that of 
private room service. The “dues” are paid year- 
ly by employers of men and women workers in 
all lines of endeavor. Collection of the sum from 
the employes is made by the firms or employers. 

Works in Europe 

In announcing this plan, Colonel Louis J. Kolb, 
president of the Board of Trustees, pointed out 
that such a system has worked out successfully 
in the southwest, and in Europe, but it is the 
first time it has been proposed here. 

The service includes injuries suffered in auto- 
mobile accidents and other accidents, and, in the 
case of women workers, it includes maternity 
cases. 

“This plan was instituted so that adequate hos- 
pitalization in case of emergency can be pro- 
vided to employed men and women in moderate 
circumstances,” said John M. Smith, director of 
Hahnemann. 

“Many persons are unable to pay the rates 
demanded in hospitals in case of serious illness 
or accident, yet they do not want to be admitted 
to a hospital as a ‘charity’ case. This plan pro- 
vides every service for persons in this class at 
no cost whatever other than the yearly nominal 
cost, which is ridiculously low when compared 
to the cheapest hospital rates. 

Works No Hardship 

“The plan works no hardship on the workers 
and gives them a sense of security in knowing 
they can obtain proper treatment without worry 
over the cost.” 

Arrangements are now being made with in- 
dustrial firms, business houses, department 
stores, factories, banks and other large employ- 
ers of labor to provide this service in case of 
emergency or need. 

Private room or ward accommodations are 
provided in the service. The plan also includes 
nurse attendance, ambulance service, medicines, 
dressings, laboratory examination and any other 
treatment ordered by the physician in charge. 

Communicable diseases are excepted, as are. 
also such cases affected under the Workmen’s 
Compensation Act. 


The meagre description of the actual details 
leaves much to be desired, yet the general plan 
is made plain, and like most questions, it is ap- 
parent that there are two sides to consider. In 
favor of such a scheme is the lowered cost to 
the patient; the increased bed occupancy for the 
hospital; and the greater likelihood of pay for 
the physician. These are cogent reasons, and 
must make a certain amount of appeal when con- 
sidering only the immediate effect. 


Against such a scheme, however, is the ulti- 
mate effect it may have. It seems to us to be 
especially objectionable on two grounds: first, 
it places the hospital in the unenviable position 
of seeking patients (so it says, from stores, fac- 
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tories, etc.) on a frankly and rankly commercial 
basis. At the end of such a road is the inevit- 
able substitution of commercialism for profes- 
sionalism—Cost vs. Merit. When that day 
comes, God help the patient! 

The second major objection is its effect on the 
profession of medicine. The scheme is an adap- 
tation of the European sick funds, none of which 
seem desirable for transplanting in America, with 
their “panel” doctors, etc. Such a pay-the- 
hospital scheme, controlled as it is by laymen, 
will inescapably lead to a similar scheme to pay 
the doctor, again under lay control, and when 
that day comes, God help the doctor! 

To our mind a far better solution of this 
whole problem can be found in some of the va- 
rious proposals for voluntary individual or group 
sickness insurance, whereby the costs are met 
by small, regular premium payments, and _ in 
which the-patient has full and complete choice 
of hospital and physicians, and is prepared to 
pay the reasonable costs of both. 

We shall watch this Hahnemann experiment 
with keen interest. Its closest counterpart in 
this country, we believe, is to be found at Baylor 
Hospital, Dallas, Texas, and their experience 
dates back only to January 1, 1930, and as re- 
cently as May, 1932, no information from them 
was available as to the results of their experi- 
ment. It should be remembered, moreover, that 
the Judicial Council of the A. M. A. has urged 
caution on the part of non-profit hospitals in 
undertaking to provide treatment on the basis 
of fixed periodic payments. So we shall see what 
we shall see. 


EDITORIAL NOTES 
Dear Doctor: 

THE Journal. and the Cooperative Medical Advertising Bu- 
reau of Chicago maintain a Service Department to answer 
inquiries from you about pharmaceuticals, surgical instru- 
ments and other manufactured products, such as soaps, cloth- 
ing, automobiles, etc., which you may need in your home, 
office, sanitarium or hospital. 

We invite and urge you to use this Service. 

It is absolutely free to you. 

The Cooperative Bureau is equipped with catalogues and 
price lists of manufacturers, and can supply you informa- 
tion by return mail. 

Perhaps you want a certain kind of instrument which is 
not advertised in THE JouRNAL, and do not know where to 
secure it; or do not know where to obtain some automobile 
supplies you need. This Service Bureau will give you the 
information. 

Whenever possible, the goods will be advertised in our 
pages, but if they are not, we urge you to ask THE JOURNAL 
about them, or write direct to the Cooperative Medical Ad- 
vertising Bureau, 535 N. Dearborn St., Chicago, Illinois. 

We want THE JouRNAL to serve you. 


The field of medical journalism, as exemplified 
by the state journals, suffered a very great loss 
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in July, in the death of Dr. Albert E. Bulson, for 
over a quarter of a century the editor of the 
Journal of the Indiana State Medical Association, 
and in recent years the vice-speaker of the House 
of Delegates of the A. M. A. A fearless writer, 
with a forceful, trenchant style, Dr. Bulson 
fought against the current evils with the zeal 
that is bred of sincerity, and with the success 
that is born of ability and experience. His place 
will be hard indeed to fill. 


In approaching the elections this year in Dela- 
ware it behooves the medical fraternity to bear in 
mind that it was Governor Buck who saved us 
from the ignominy of a chiropractic bill that 
was whipped through the legislature by the forces 
that are now his chief opponents again. Fur- 
thermore, he did it so well, and worded his veto 
so expertly that it was copied in the lay and 
medical press alike, from coast to coast. We 
deem it safe to say that Governor Buck is a true 
friend of the medical profession. 


Another questionnaire! This time, from 
Medical Economics, on a foot health survey, 
and after their returns are tabulated, they will 
scarcely merit reading, for they will represent 
merely a medical vote instead of a medical re- 
search. 


Even a sophisticated editor has something yet 
to learn. We are in receipt of a circular from 
a supply house recommending a certain brand of 
diaphylactic, which goes on to say “we would 
suggest the introduction of these diaphylactics to 
your patients in preference to the ordinary run 
of diaphylactics that are sold by gasoline sta- 
tions, barber shops, and other peddlers ‘a 
At last we begin to understand why and how 
the interminable strings of gasoline stations can 
making a living. And the ubiquitous shibboleth 
—service—takes on a new meaning! Ye gods! 
what times are these! 


DELAWARE PHARMACEUTICAL 
SOCIETY 
PRESIDENT: THOMAS S. SMITH 
Thomas S. Smith, president of the Delaware 
Pharmaceutical Society, was bofn in Crewe, Vir- 
ginia, on February 6, 1891. He obtained his 
preliminary education in the public schools of 
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that vicinity, later graduating from the Crewe 
High School. Deciding upon pharmacy as his 
life’s work, Mr. Smith entered the School of 
Pharmacy of the University of Maryland, and 
was a member of the class of 1912. Following 
graduation and registration as a pharmacist, he 
was connected with Hynson, Westcott and Dun- 
ning for one year, and with Mr. A. L. Lyon, of 
Havre de Grace, for two years. In order to learn 
as much as he could about other phases of the 
drug business, Mr. Smith accepted a position 
with Eli Lilly and Company as their represen- 
tative in Delaware, and remained in this work 
for three years. Returning to the practice of 
pharmacy, a partnership was formed with John 
A. Strevig, and, under the name of Smith and 
Strevig, the pharmacy of R. M. Sonderz, Dela- 
ware Avenue and Adams Street, Wilmington, 
was purchased. The firm became well and fav- 
orably known for its professional practice, and 
as headquarters for the drugs and medicines in- 
frequently prescribed. Mr. Smith later pur- 
chased Mr. Strevig’s interest, and continues the 
business on the same high standard. 


Mr. Smith became a member of the Delaware 
Pharmaceutical Society several years ago, and 
he is everywhere recognized as one of the domi- 
nant influences in pharmaceutical matters in the 
state. For three years, he served the Society as 
secretary. Perhaps his most valuable work has 
been the development of pharmaceutical pub- 
licity. For some years he has been the chairman 
of the committee on publicity, and has done a 
fine work in securing newspaper and radio co- 
operation. It is perhaps true that pharmacy 
receives greater and more helpful publicity in 
Delaware than in any other state, and this is 
simply another way of saying that Tom Smith 
has done a really excellent piece of work. 

Mr. Smith is a member of the American Phar- 
maceutical Association, the National Association 
of Retail Druggists, and the QS Club of Wil- 
mington. In all of these bodies, he takes his 
membership seriously. He has given much time 
and honest effort to the betterment of pharmacy, 
and he regards the national associations as the 
best means of bringing this about. 


Mr. Smith is a genial fellow, who makes 
friends and keeps them. He has a forceful per- 
sonality, and puts an honest effort into anything 
with which he works. He is outspoken and ag- 
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gressive in his desires for pharmaceutical bet- 
terment. The Delaware Pharmaceutical Society 
has honored one well able to carry its burdens. 
The year should be an outstanding one in the 
history of the Society. 

Mr. Smith married Miss Priscilla Roberts in 
1918. They have two children, Shirley 12, and 
Tom, Jr., 7. Their home is in Gordon Heights, 
Delaware, a beautiful suburb of Wilmington, 
overlooking the majestic Delaware River.— 
Md. Pharm., August, 1932. 


MISCELLANEOUS 


Social Insurance Undermines National 
Character 
Epwarp H. OcuHsn_er, M. D. 
Chicago, Ill. 

Parasitism is today the corroding canker of 
modern civilization and anything which favors 
its growth and dissemination should be unequivo- 
cally condemned and most vigorously opposed. 

The proponents of compulsory health insur- 
ance or national insurance, as it is called in Eng- 
land, reiterate again and again that these and 
the dole are totally different. In name and ad- 
ministration, yes; in effect, no. They both en- 
courage people to want something for nothing 
or much for little which in effect makes parasites 
out of them. Almost endless illustrations sup- 
porting the statement that compulsory health 
insurance and the dole are alike in effect could 
be produced but one will have to suffice. Dr. 
Liek, in his book, recounts the following experi- 
ence he had while a Krankenkasse physician in 
Germany: A middle-aged man came to him for 
an examination with the view of securing sick 
benefit. Liek examined the patient carefully; 
could find nothing the matter with him; in fact, 
found him an unusually well-developed and ro- 
bust individual. He told the man the facts and 
elicited the following story: The man told Dr. 
Liek that he was the only man in his village 
that did not get some kind of government stipend, 
sick benefit, or*dole, or pension and that every- 
body was ridiculing him because of this. 

No one who is at all familiar with Bernard 
Shaw’s writings will ever accuse him of being in 
favor of the present economic system in England. 
He has the following to say about the dole: 
“The Labor Party has just twisted conditions 
all around. They tax people who live on un- 
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earned income, and create their own leisured 
class—people who live on the dole. The dole 
is not much, but if you have four or five in one 
family living on dole you have a hostel of leis- 
ured people living very well. That must cease.” 


The whole social insurance scheme is based 
on the ethically indefensible theory that individ- 
uals are entitled to things that they have not 
earned and on the politically unsound doctrine 
that society owes every citizen a comfortable 
living whether or not he repays society by doing 
his fair share of the world’s work. Under com- 
pulsory health insurance the individual who 
works only half-time is entitled to just as much 
free medical service and is likely to get much 
more in sickness benefits than he who works 
full time. Not only this; it actually encour- 
ages immorality and riotous living as the fol- 
lowing personal experience well illustrates: As 
a young man I worked two seasons in a lumber 
camp. The camp in which I lived comprised 
between thirty-two and forty men. Of this num- 
ber only one did not use intoxicating liquor; 
only two did not use tobacco; and half of the 
men spent their hard-earned wages either at the 
saloons in the nearby town or went regularly to 
the island or did both. Those who are familiar 
with the islands of the upper Mississippi River 
need no explanation as to why they went there. 
I wonder how health insurance, insuring these 
men for loss of time and providing free medical 
care for them, would have prevented their doing 
the very things which were the cause of much 
of their sickness. For my part, I believe that a 
larger per cent of them would have gone to the 
island if they had felt that they would be pro- 
tected against loss of time and that they would 
receive free medical care if they became sick. 
Health insurance would actually have increased 
not only sickness but immorality as well in this 
camp. 

A recent survey of five thousand students at 
the University of Minnesota found only ten, or 
two per thousand with positive Wassermanns. 
Careful surveys in various parts of the country 
indicate that about three per cent, or thirty per 
thousand of the general population of the United 
States is syphilitic. A Wassermann examination 
of three thousand prisoners in the Southern IIli- 
nois Penitentiary revealed the fact that three in 
ten, or three hundred per thousand, were syphili- 
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tic. This same ratio undoubtedly pertains to 
the class most criminals come from and raises 
the average in the general population. 


It is a well-known fact that alcoholics and 
those suffering from venereal diseases are much 
more liable to loss of time from sickness than 
are those not so affected. What right has any 
just government to take of the earnings of the 
two first groups without their consent and give 
them to the third group? A just and humane 
government protects the weak from oppression 
and exploitation by the strong and unscrupulous; 
but a just and wise government does not penal- 
ize the strong, industrious, clean-living and 
thrifty and favor the weak, lazy, shiftless and 
immoral. Giving the weak, lazy, and shiftless 
undue advantage over the strong, industrious, 
and thrifty actually penalizes and handicaps the 
latter, interferes with the law “of the survival of 
the fittest,’ and must eventually lead to race 
degeneracy. If the white race persists in this 
course long enough, the “yellow peril,” so often 
glibly and jokingly mentioned, may become a 
real menace to western civilization. 

All independent writers on the subject state, 
and even the proponents of compulsory health 
insurance have to admit that it has tremendously 
increased occupational neuroses, and that is just 
what was to be expected and was expected by 
those who know human nature and can see just 
a little further than the ends of their noses. 


The following quotation from a paper by Wil- 
liam H. Hicks is pertinent: “In accident cases, 
where the question of compensation is involved, 
conditioned reflexes are sometimes created by 
the patients’ environment that not only retard 
recovery but instigate additional symptoms; or 
may lay the foundation for successful malinger- 
ing.” 

One of the worst features of compulsory health 
insurance is that if continued long enough it will 
crush out of character the three capital Ps— 
Independence, Industry, and Integrity. Such 
schemes are as Guglielmo Ferrero, the eminent 
Italian historian, rightly says, “artificial,” and 
“while they tide over trifling evils of the mo- 
ment, they lay up for the future troubles and 
difficulties and dangers of infinitely greater grav- 
ity.” 

Someone has said, “Happy is the nation that 
has no history.” Whoever said this probably 
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had in mind the old type school history textbooks 
which contained little besides records of military 
Campaigns, revolutions and international wars. 
Viewed from that standpoint the epigram was 
unquestionably true. Today a more suitable 
epigram would be—‘‘Happy is the nation that 
has no need for charitable organizations or de- 
vices.’ The ideal society would be one in which 
every individual can and does secure a decent 
living for himself and those dependent upon him 
by the “sweat of his brow,” or by mental exer- 
tion, or, what would be better still, by the ap- 
plication of both brain and brawn. 


There is no fundamental difference between 
outright charity and social insurance; both un- 
dermine character; both have a tendency to 
pauperize the citizen, for both rob the individual 


and his self-reliance and his enthusiasm and his: 


urge for industry; they both penalize the hon- 
est, frugal and industrious and favor the lazy 
shifters and immoral because they inevitably 
favor the unfair and inequable distribution of 
the results of labor; both encourage malingering 
and favor neuroses; both often give something 
for nothing or much for little, which is the basis 
of parasitism, and both delay the ultimate goal 
when every man shall reap the fruits of his 
labors. 


The man who once accepts charity, particu- 
larly if it is not a case of dire necessity, is not 
quite so fine a man as he was before. He has 
lost something that nothing can replace. War, 
pestilence, or general disaster may reduce any 
one of us to want and penury and then there is 
no disgrace in accepting aid from our fellowmen; 
but under ordinary circumstances no able-bodied 
individual with fair intelligence and health has 
any moral right to that which he has not hon- 
estly earned. 

The proponents of compulsory health insur- 
ance will undoubtedly say that it was with the 
view of saving men and women from the stigma 
of being paupers and the evil effects of pauper- 
ism that this and other phases of social insurance 
were brought forward. Exactly, but what has 
actually: happened they did not foresee. As is so 
generally the consequence when a law is enacted 
on an emotional basis instead of on sound rea- 
soning and adequate experience, an element was 
introduced even worse than pauperism; besides, 
pauperism was not relieved nor even mitigated. 
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There are two distinct types of paupers: The 
mentally and morally subnormal who are not in 
any way injured by the stigma of pauperism and 
who still remain paupers because no compulsory 
health insurance law so far devised includes or 
can include them. They are the “unemploy- 
ables” whom industry cannot use. The second 
class are old people who in their youth have 
been lazy or extravagant, or who have lost their 
savings through poor investments. Those who 
have been lazy and extravagant are simply reap- 
ing their just reward and have no one to blame 
but themselves and it is morally wrong for the 
government to tax the thrifty and industrious 
for their support except in almshouses. The 
way to deal with the problem of the investment 
sharks is to teach the pupils in our high schools 
something about investment and to hang the 
gold-brick and non-secure security salesmen, or 
if this is too drastic devise some other way of 
putting them out of business. 

Compulsory health insurance has simply added 
parasitism to pauperism. The effect upon the 
insured and upon the public in general is almost 
as bad as it is on the medical profession. It 
encourages malingering and deception; it puts 
a premium on sloth and shiftlessness and a pen- 
alty on industry and integrity and thrift; it robs 
industry of its just reward; and it encourages 
parasitism. 

One of the first effects observed after its in- 
troduction in Germany was the changed attitude 
of a large group of the insured. Before the law 
went into effect, patients came to their physi- 
cians for the relief of real ailments; after it went 
into effect an ever-increasing number came with 
imaginary and simulated ailments for the pur- 
pose of getting the sick benefit stipend or free 
hospital care. The latter was particularly the 
case in the fall of the year when many came 
complaining of things that were difficult to diag- 
nose and hence difficult to exclude, such as spinal 
concussion, neuritis, and vague abdominal pains. 
As time has passed, this abuse has gradually 
grown to appalling proportions as the following 
statistics indicate. Dr. Potts, of Oak Park, cites 
the following: 


In a check-up in Braunschweig, 2008 people 
on the sick list were asked to report for a check- 
up examination. This induced 816 to report for 
work at once, 289 were found fit for work, and 


only 903, or less than forty-five per cent of those 
receiving sick money, were actually sick. The 
proponents of compulsory health insurance will 
undoubtedly say this is an individual instance. 
But not so: this abuse is so almost universal 
that it is seriously affecting the general honesty 
of the rank and file of the citizens of those coun- 
tries where it has been in operation the longest. 
Social insurance is one of the major factors which 
has brought Germany to the very verge of eco- 
nomic ruin, and worse than even that—it is un- 
dermining the fundamental honesty and moral 
integrity of the German citizen. 


Walker-Roosevelt Debate on Ethics of 
Fee Splitting 

Governor Roosevelt—Do you consider it a 
proper practice for a doctor who is receiving pay 
from the city or any other government to split 
fees with some other doctor? 

Mayor Walker—I do not. 

Governor Roosevelt—Did you do anything to 
investigate the propriety of the actions testified 
to by those four doctors O’Mara, Cassessa, Fein- 
berg and Brennan? 

Mayor Walker—I would like to answer that, 
but I don’t know what your excellency means by 
the propriety of it. The propriety of it, so far 
as I know, was established when he told me that 
it was the result of a business arrangement for 
working them as self-insurers. 

Governor Roosevelt—. .. . Knowing from the 
newspapers that your brother and four doctors in 
the city employ had been charged with fee- 
splitting, don’t you think it would have been a 
part of your duty as mayor to find out as to the 
propriety of these four doctors continuing in the 
employ of the city? 

~Mayor Walker—I don’t know that fee-split- 
ting is wrong. I have done it. I don’t know 
whether your excellency has done it in your law 
practice or not, but most lawyers have. 

Governor Roosevelt—Do you consider that 
.... proper ethical medical practice? 

Mayor Walker—Well, unless I—if I—unless 
there was something wrong with it, if the city 
was defrauded out of one penny, it would be a 
matter of serious interest. 

Governor Roosevelt—Do you think it is in the 
interest of good government for city compensa- 
tion case doctors to split the fees that they get 
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with other doctors who have not rendered medi- 
cal service on the city cases? 


Mayor Walker—I don’t think it is ethical for 
anybody to do anything illegal. 

Governor Roosevelt—Then you think it is 
wrong? 


Mayor Walker—lIf it is wrong, I think it is 
unethical and it is not in the interest of good 
government—lI don’t think that anything that 
is wrong is good for good government. 


Governor Roosevelt—Do you think it is wrong 
for a city doctor who is handling compensation 
cases to take half the sum that he gets.from a 
series of these cases and give that half to a doc- 
tor who hasn’t treated any of these cases? 


Mayor Walker—If he owed him the money, 
I'd think it was perfectly proper. If he didn’t 
owe him the money, I’d think it was improper. 
.... If there was anything improper about it, I 
could consider it improper. 


Governor Roosevelt—Let me put it this way: 
If you were a doctor and had to give half of your 
fees to somebody else, wouldn’t you try to get 
mcre money out of the city? 


Mayor Walker—A man who had to give half 
his salary might do most anything. 


Governor Roosevelt—Isn’t it a bad practice? 


Mayor Walker—Ilf it happens, it is bad. What 
is wrong is bad.—N. Y. Herald-Tribune, Aug. 
18, 1932. 


No Place to Turn!—But the Children’s Bureau! 


According to a report by Genevieve Forbes 
Herrick in the Chicago Tribune and a subse- 
quent editorial,! the Federal Children’s Bureau 
in the Department of Labor, now twenty years 
old, celebrated its birthday with a statement on 
the radio about its rapid growth and the services 
it is rendering to the people of the United States. 
Miss Katharine F. Lenroot, assistant to the chief 
of the bureau, told about a mother who inquired 
by letter whether it would be all right to feed 
her baby gunpowder to cure styes on the baby’s 
eyes. The mother was quite properly informed 
that gunpowder would be anything but harmless 


I1Chicago Tribune Wednesday, August 24, 1932; ibid., Fri- 
day, August 26, 1932. 
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and certainly would not cure the baby’s styes. 
Miss Lenroot is credited with the statement that 
twenty years ago mothers troubled by questions 
of that kind would have had no place to turn. 


Leaving aside for the moment the essential 
stupidity of the question, one is caught imme- 
diately by the phrase “no place to turn.” If 
that is correct, there must be something wrong 
with the memories of a great many people who 
have not grown so old that they are willing to 
be considered senile. There are still some com- 
paratively young people who seem to remember 
that there was once a genus, now said to be ap- 
proaching extinction, known as the family physi- 
cian. The family doctor, according to this tradi- 
tion, used to usher babies into the world, not in- 
frequently having been in attendance at the 
births of their proud young parents some eighteen’ 
to twenty years before. Then he used to take 
care of them in all their ills, real or imaginary, 
major or minor. He often dashed out at night 
to reassure frightened young mothers; he was 
always willing to answer all kinds of anxious 
questions; he reminded parents about vaccina- 
tions and then proceeded to vaccinate the chil- 
dren. He was quite a valuable institution in the 
community, if tradition is correct. Apparently 
tradition is all wrong, however, because Miss 
Lenroot says that the parent of twenty years 
ago would have had to feed gunpowder to her 
baby with a fine experimental motive in order 
to ascertain whether or not it would cure the 
baby’s styes. She would have had no other place 
to turn! 

But there is comfort! Others also have been 
deceived. In a recent hearing on the work of 
the Children’s Bureau, seven members of the 
Senate Committee on Commerce, including Sena- 
tors Moses, Broussard, Stephens, Hawes, Bailey, 
Coolidge and Bingham, united in a minority re- 
port to the effect that they were not wholly con- 
vinced of the value of the child health activities 
of the bureau, and Senator Vandenberg added 
his own minority report, opposing the extension 
or reviving of the so-called Sheppard-Towner 
Maternity and Infancy Hygiene Act. These gen- 
tlemen put their signatures to the following state- 
ment: “It is significant that medical societies, 
including the American Medical Association .. . 
oppose this legislation. . . . This significance is 
all the more marked because it is known that 
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the doctors who belong to these societies give 
more than half of their time to the poor, without 
price and without considering their time; .. . 
they go to the hospitals in their large cities and 
in their communities day after day, week after 
week and year after year, operating to save the 
lives of poor people without charging one single 
cent for their services.’ 

Perhaps our memory was right after all. Pos- 
sibly family doctors actually did exist as reputed. 
No doubt they still exist notwithstanding the 
extraordinary efforts of certain philanthropists, 
sociologists, economists and governmental bu- 
reaucrats to abolish them. Under all the hubbub, 
the tumult and the shouting about medical costs 
and the decadence of medical service, the family 
doctor still exists! Even if there were no Fed- 
eral bureaus, mothers wishing information about 
the health of their children would still have 
some place to turn.—Jour. A. M. A., September 
3, 1932. 


Clinical Teaching of Preventive Medicine 


DwicHTt O’HarA, Boston (Journal A. M. A., 
Aug. 27, 1932), presents the fourth-year teaching 
of preventive medicine at Tufts College Medical 
School. Patients sick in their homes and cared 
for by the fourth-year students, under supervi- 
sion, are used as clinical material. The students 
have conferences with clinicians who are interest- 
ed but not specifically trained in the science of 
public health. The opportunities for and the 
limitation of preventive measures are thus point- 
ed out under the actual circumstances that con- 
front the practicing physician. A few specific 
situations are discussed. 


BOOK REVIEWS 


Nursing Services and Insurance for Medical Care in 
Brattleboro, Vermont. Committee on the Costs of Medical 
Care. Publication No. 17. Pp. 65. Paper. Price, $0.60. 
Chicago: University of Chicago Press, 1932. 


“The operation of the hospital and nursing 
benefit associations,” the report says, “and the 
training and provision of nursing attendants are 
important experiments, worthy of consideration 
by any community desirous of improving its 
health machinery.” These benefit associations 


“Maternity and Infancy Hygiene, 72d Congress, ist Ses- 
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SEPTEMBER, 1932 


are a form of mutual benefit insurance, provid- 
ing for both nursing service and hospital service. 
Upon yearly payments—$2.00 for single per- 
sons, $3.00 for married couples—members of the 
Thompson Benefit Association for Nursing Serv- 
ice receive at one-third or one-half of the regular 
price the services of graduate or attendant nurses, 
either in hospitals or in their own homes. Sim- 
ilarly, payment of a yearly premium of $5.00 
for single persons, or $7.50 for married couples, 
protects members of the hospital benefit against 
full costs, between $30 and $300, of surgeons’ 
charges and hospital accommodations. Under 
this system, the citizens of Brattleboro are suc- 
cessfully eliminating the gamble of ill health. 
Each person can be financially independent in 
times of sickness; and the extent of the medical 
and nursing treatment he receives may be deter- 
mined by the nature of the case, not by the limits 
of the pocketbook. 


In addition to these unique benefit systems, 
Brattleboro’s health program includes prenatal 
instruction, graduate nursing services for deliv- 
ery, baby conferences, preschool clinics, school 
nursing, children’s “repair” work and dental care. 
“No new program,” the committee advises, “is 
necessary, but a more complete execution of the 
existing plans. With community funds to sup- 
plement those of the Thompson Trust, Brattle- 
boro has the opportunity of becoming one of the 
very healthy towns in the United States.” 


The Purchase of Medical Care Through Fixed Periodic 
Payment. By Pierce Williams. Pp. 820. Cloth. Price 
$3.00. New York: National Bureau of Economic Research, 
Inc., 1932. 

Medical and hospital insurance in the United 
States, as distinguished from accident and health 
insurance concerned primarily with ‘protecting 
income,” is the subject of this comprehensive in- 
vestigation by the National Bureau of Economic 
Research, Inc. Plans by which approximately 
1,000,000 employees of mining, lumber, and rail- 
road companies secure medical and hospital care 
in return for a fixed periodic deduction from their 
wages are described in detail. The close tie-up 
between the provision of medical care at the em- 
ployer’s expense for injuries occurring while at 
work and the provision of medical care at the 
employee’s expense for non-compensable injur- 
ies and disease, is discussed at length, state by 
state. Experiments under way in various cities, 
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by group clinics and non-profit hospitals with 
the provision of medical and hospital care on an 
insurance basis, are described. The organization 
and scope of medical and hospital benefits pro- 
vided by local trade unions and employee mutual 
benefit associations, as types of voluntary sick- 
ness insurance, are analyzed in detail. An ac- 
count is also given of the unsuccessful movement 
for compulsory (governmental) sickness insur- 
ance in the United States during the years 1915- 
1920, inclusive. ‘This is the most comprehensive 
one-volume work on this subject that we have 
yet seen. 


Medical Service of the Homestake Mining Company. 
Committee on the Costs of Medical Care. Publication No. 
18. Pp. 54. Paper. Price, 30.60. Chicago: University of 
Chicago Press, 1932. 


This is a survey of a complete community 
medical service operated under industrial aus- 
pices in South Dakota. It shows that 5,332 in- 
dividuals received $175,000 worth of medical 
care at a cost to the company of $79,000, or 
$14.88 per capita. If borne by the patient, 
privately, the cost would have been $38.88 per 
capita. The five doctors seem to prefer this 
particular contract practice to private practice; 
they received $28,702 in salaries. The patients, 
on the whole, like the service; they have free 
choice of physician among these five physicians. 
However, no sweeping conclusions can be drawn 
from this study. 
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Strictly private, absolutely eth- 
ical. Patients accepted at any 
time during gestation. Open 
to Regular Practitioners. Early 
entrance advisable. 


Sec. P. V. 1 


The VEIL MATERNITY HOSPITAL ™ 


WEST CHESTER, PENNA. (Former Address, Langhorne, Penna.) Young Women 


Adoption of babies when ar- 
ranged for. Rates reasonable. 
’.ocated on the Interurban and 
Penna. R. R. Twenty miles 
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